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ABSTRACT 
OBJECTIVES: 
a) To determine the incidence of breech delivery at Khartoum 
Teaching Hospital and Omdurman Maternity Hospital. 
b) To determine the corrected perinatal mortality rate associated with 
breech delivery. 
c) To determine the mode of delivery in breech presentation. 
d) To assess maternal complications association with breech delivery. 
e) To suggest a protocol for management of labour in breech 
presentation at Khartoum Teaching Hospital and Omdurman 
Maternity Hospital. 
• Design: An observational, non-experimental case-controlled 
comparative study. 
• Setting: Khartoum Teaching Hospital and Omdurman 
Maternity Hospital during the period between September 2000 
and April 2001 (8 months).  
Subjects: 
All term (completed 37 weeks gestations or more). Singleton, viable,  
ii 
breeches in labour with no evidence of congenital malformations (CMF) 
were included in the study, a clinically assessed foetal size of more than 
2000 gm was another criterion for inclusion. 
Criteria for exclusion from the study design were: prematurity antepartum 
intrauterine fetal death, mothers with breech presentation and not in labour 
were excluded and babies with congenital malformations not compatible 
with life and breeches with a clinically assessed foetal weight of less than 
2000 gm. 
 Eighty-two (82) out of hundred (100) breeches in the study period 
fulfilled the criteria for inclusion, eighteen of breech presentations were 
excluded because of prematurity of eight breeches, four had congenital 
malformations incompatible with life, and six breeches were delivered by an 
elective C/S. 
The first patient with cephalic presentation coming in labour after the 
breech case was taken as a control. The control fulfilled the following study 
criteria: 
Term, viable, singleton with no evidence of CMF. 
Main outcome measures: perinatal mortality and Apgar score at 5 
min. together with the mode of delivery and maternal complications in case 
and control groups.  
iii 
Results:  
The incidence of breech delivery in this study was found to be 3.5%, 
the corrected perinatal mortality rate was 5.36/1000 total birth and the 
incidence of perinatal death for breech delivery in the study was 9.2% 
A significantly longer duration of labour in breech delivery rather than 
cephalic control (P = .00004) was demonstrated. A significantly higher 
incidence of caesarean section in the case group compared with the control 
group (P > 0.05 insignificant) Apgar score at 5 min. showed an insignificant 
difference (P < 0.05) duration of hospital stay was significantly longer in 
case than control group. 
Conclusions:  
Since the main outcome measures namely perinatal mortality and 
Apgar score were comparable in both case and control therefore one can 
conclude that vaginal delivery of a breech is safe both for the mother and 
baby provided that correct assessment of foetomaternal condition is 
performed during labour and the delivery conducted by an experienced 
attendant. 
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  ﻤﻠﺨﺹ ﺍﻷﻁﺭﻭﺤﺔ
ﺘﻡ ﺇﺠﺭﺍﺀ  ﺩﺭﺍﺴﺔ  ﻋﺸﻭﺍﺌﻴﺔ ﻤﺭﺍﻗﺒﺔ  ﺒﻤﺴﺘﺸﻔﻰ  ﺍﻟﺨﺭﻁﻭﻡ ﺍﻟﺘﻌﻠﻴﻤﻲ ﻭﻤﺴﺘﺸﻔﻰ ﺍﻟﻭﻻﺩﺓ ﺃﻤﺩﺭﻤﺎﻥ ﻓﻲ  ﺍﻟﻔﺘﺭﺓ  
ﻭﺫﻟﻙ  ﻟﺘﺤﺩﻴﺩ  ﻨﻤﻁ ﻟﺘﺤﺩﻴﺩ ﻨﻤﻁ  ﻭﻤﺘﺎﺒﻌﺔ  ﻟﺤﻤل  ﺍﻟﻤﻘﻌﺩﻱ  ﻤﻘﺎﺭﻨﺔ    1002ﻭﺤﺘﻰ  ﺃﺒﺭﻴل   0002ﻤﻥ  ﺴﺒﺘﻤﻴﺭ 
  (.ﻤﺠﻲﺀ  ﺭﺍﺴﻲ)ﺒﺎﻟﺤﻤل  
ﺤﺎﻟﺔ ﻤﻘﻌﺩﻴﺔ  ﺤﺩﺜﺕ  ﺨﻼل  ﻓﺘﺭﺓ  ﺍﻟﺩﺭﺍﺴﺔ ،  ﺇﻨﻁﺒﻘﺕ   ﺸﺭﻭﻁ    001ﺸﻤﻠﺕ  ﻫﺫﻩ  ﺍﻟﺩﺭﺍﺴﺔ  ﻋﺩﺩ  
 ﺤﺎﻻﺕ  8ﻭﻻﺩﺓ  ﻤﻘﻌﺩﻴﺔ  ﻤﻨﻬﺎ   81ﺘﺒﻌﺎﺩ  ﺤﺎﻟﺔ  ﺤﻤل ﻤﻘﻌﺩﻱ ،  ﻭﺘﻡ  ﺇﺴ 28ﺍﻹﺨﺘﺒﺎﺭ  ﻟﻤﺠﻤﻭﻋﺔ  ﺍﻟﺤﺎﻻﺕ  ﻋﻠﻰ  
.  ﺨﺘﺒﺎﺭﺤﺎﻻﺕ ﻭﻻﺩﺓ  ﺒﻬﺎ  ﺘﺸﻭﻫﺎﺕ  ﺨﻠﻘﻴﺔ  ﺸﺩﻴﺩﺓ  ﻭﺫﻟﻙ  ﻨﺴﺒﺔ  ﻋﺩﻡ  ﻤﻭﺍﺌﻤﺘﻬﺎ  ﻤﻊ  ﺸﺭﻭﻁ  ﺍﻹ 4ﻭ  ﻭﻻﺩﺓ ﺨﺩﻴﺞ
ﺇﺴﺒﻭﻋﺎ  ﻓﺄﻜﺜﺭ  ﻤﻥ  ﺘﺎﺭﻴﺦ  ﺃﻭل  ﻴﻭﻡ  ﻵﺨﺭ  ﺩﻭﺭﺓ  ﺤﻴﺽ    73ﺃﻥ ﻴﻜﻭﻥ  ﺍﻟﻌﻤﺭ  ﺍﻟﺤﻤﻠﻲ  : ﻭﺍﻟﺸﺭﻭﻁ  ﻫﻲ
ﻭﺫﻟﻙ  ﻋﻥ  ﻁﺭﻴﻕ  ﻟﺴﻤﻊ  ﻨﺒﺽ  )ﻁﺒﻴﻌﻴﺔ ،  ﺃﻥ  ﻴﻜﻭﻥ  ﺍﻟﺠﻨﻴﻥ  ﺤﻲ  ﻋﻨﺩ  ﺩﺨﻭل  ﺍﻟﻤﺭﻴﻀﺔ  ﻏﺭﻓﺔ  ﺍﻟﻭﻻﺩﺓ  
ﻘﻴﺔ  ﺸﺩﻴﺩﺓ  ،  ﻭﺃﻥ  ﻴﻜﻭﻥ  ﺍﻟﺘﻘﺩﻴﺭ  ﺍﻟﺴﺭﻴﺭﻱ  ﺃﻥ  ﻴﻜﻭﻥ  ﺍﻟﺤﻤل  ﻤﻔﺭﺩ ،  ﻻ  ﺃﺜﺭ  ﻟﺘﺸﻭﻫﺎﺕ  ﺨﻠ(  ﻗﻠﺏ  ﺍﻟﺠﻨﻴﻥ
ﺠﺭﺍﻡ  ،  ﻭﺃﻥ  ﻴﺘﻡ  ﺇﺨﺘﻴﺎﺭ  ﺃﻭل  ﻤﺭﻴﻀﺔ  ﺒﺤﻤل  ﻤﺠﻲﺀ  ﺭﺃﺴﻲ  ﺘﺄﺘﻲ   0002ﻟﻭﺯﻥ  ﺍﻟﻁﻔل  ﻻ  ﻴﻘل  ﻋﻥ  
  .ﻤﺒﺎﺸﺭﺓ  ﺒﻌﺩ  ﺤﺎﻟﺔ  ﻤﺠﻲﺀ  ﻤﻘﻌﺩﻱ  ﺘﻨﻁﺒﻕ  ﻋﻠﻴﻬﺎ  ﺸﺭﻭﻁ  ﺍﻹﺨﺘﻴﺎﺭ
ﻴﻰ  ﺍﻟﺨﺭﻁﻭﻡ  ﺍﻟﺘﻌﻠﻴﻤﻲ  ﻭﻤﺴﺘﺸﻔﻰ  ﺍﻟﻭﻻﺩﺓ  ﻫﺫﻩ  ﺍﻟﺩﺭﺍﺴﺔ  ﺃﻭﻀﺤﺕ  ﺒﺄﻥ  ﻤﻌﺩل  ﺍﻟﻭﻻﺩﺓ  ﺍﻟﻤﻘﻌﺩﻴﺔ  ﺒﻤﺸﺘﻔ
ﻭﻻﺩﺓ ،   0001ﻟﻜل  %  62.5ﻭﻤﻌﺩل  ﺍﻟﻭﻓﻴﺎﺕ  ﺤﻭل  ﺍﻟﻭﻻﺩﺓ  ﻫﻭ  % 5.3ﺃﻤﺩﺭﻤﺎﻥ  ﺨﻼل  ﻓﺘﺭﺓ  ﺍﻟﺩﺭﺍﺴﺔ  ﻫﻭ  
ﺒﺎﻟﺭﻏﻡ  ﻤﻥ  ﻭﺠﻭﺩ  ﻓﺭﻕ  ﺫﺍ  ﻤﻐﺫﻯ  ﻑ  ﻋﺩﺩ ﺤﺎﻻﺕ  ﺍﻟﻭﻻﺩﺓ  ﺍﻟﻤﻬﺒﻠﻴﺔ  ﺒﻴﻥ  ﻤﺠﻤﻭﻋﺔ  ﺍﻟﺤﺎﻻﺕ  ﻭﺍﻟﻤﺠﻤﻭﻋﺔ  
ﻻ  ﻴﻭﺠﺩ  ﻓﺭﻕ  ﺫﺍ  ﻤﻐﺯﻯ  ﻓﻲ  ﺤﺭﺯ  ﺃﺒﻘﺭ  ﻭﻓﻴﺎﺕ  ﺤﻭل  ﺍﻟﻭﻻﺩﺓ    - ﺍﻟﻔﺭﻕ  ﻤﻌﺘﺩ  ﺇﺤﺼﺎﺌﻴﺎ   ﻫﺫﺍ   -ﺍﻟﺘﺤﻜﻤﻴﺔ  
  .ﺒﻴﻥ  ﻤﺠﻤﻭﻋﺔ  ﺍﻟﺤﺎﻻﺕ  ﻭﺍﻟﻤﺠﻤﻭﻋﺔ  ﺍﻟﺘﺤﻜﻤﻴﺔ
ﺘﺩﻋﻡ  ﻨﺘﺎﺌﺞ  ﻫﺫﻩ  ﺍﻟﺩﺭﺍﺴﺔ  ﺍﻹﺘﺠﺎﻩ  ﻨﺤﻭ  ﺍﻟﻭﻻﺩﺓ  ﺍﻟﻤﻬﺒﻠﻴﺔ  ﺍﻟﻤﻘﻌﺩﻴﺔ  ﻋﻠﻰ  ﺃﻥ  ﻴﺘﻡ  ﺍﻹﺨﺘﻴﺎﺭ  ﻟﻠﻭﻻﺩﺓ  
ﻴﺔ  ﺒﻭﺍﺴﻁﺔ  ﻁﺒﻴﺏ  ﻴﻤﺘﻠﻙ  ﺍﻟﺨﺒﺭﺓ  ﺍﻟﻜﺎﻓﻴﺔ  ﻟﻠﻘﻴﺎﻡ  ﺒﺫﻟﻙ ،  ﻭﺃﻫﻡ  ﻤﻌﺎﻴﻴﺭ  ﺍﻹﺨﺘﻴﺎﺭ  ﻟﻠﻭﻻﺩﺓ  ﺍﻟﻤﻬﺒﻠﻴﺔ  ﺍﻟﻤﻘﺩﻴﺔ  ﺒﻌﻨﺎ
ﺍﻟﺘﻘﺩﻴﺭ  ﺍﻟﺴﺭﻴﺭﻱ  ﻟﺤﺠﻡ  ﺍﻟﺠﻨﻴﻥ  ﻭﺍﻟﺘﻘﺩﻴﺭ  ﺍﻟﺴﺭﻴﺭﻱ  ﻟﻤﻘﺎﺴﺎﺕ  ﺍﻟﺤﻭﺽ ،  ﺃﻥ  ﺘﺘﻡ  ﺍﻟﻭﻻﺩﺓ  :  ﺍﻟﻤﻬﺒﻠﻴﺔ  ﺍﻟﻤﻘﻌﻴﺔ
ﻹﺠﺭﺍﺀ  ﺍﻟﻌﻤﻠﻴﺔ  ﺍﻟﻘﻴﺼﺭﻴﺔ  ﺍﻟﻤﺴﺘﻌﺠﻠﺔ  ﻤﻊ  ﺍﻟﻤﻬﺒﻠﻴﺔ  ﺍﻟﻤﻘﻌﺩﻴﺔ  ﺒﻤﺴﺘﺸﻔﻰ  ﻤﺠﻬﺯ ﺒﻜل  ﺍﻟﻭﺴﺎﺌل  ﺍﻟﻀﺭﻭﺭﻴﺔ  
  .ﻭﺠﻭﺩ  ﻭﺴﺎﺌل  ﻜﺎﻓﻴﺔ  ﻹﻨﻌﺎﺵ  ﺍﻹﻁﻔﺎل  ﺤﺩﻴﺜﻲ  ﺍﻟﻭﻻﺩﺓ
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CHAPTER ONE 
 
LITERATURE REVIEW 
 
 The management of breech presentation remains controversial (27, 30). 
Breech deliveries present a difficult obstetric problem requiring knowledge 
and skill for a successful outcome (2, 18, 19, 27). Just over 2% singletons present 
as breech at delivery, the incidence is a little higher when all births are taken 
into account (7) for example USA, Hall et al (1965) quoted an incidence of 
3.17% in 9006 deliveries between 1955 and 1959. SMA Elhaj in a 
retrospective study on the management of labour in breech presentation 
(1985) in Saudi Arabia quoted an incidence of 3% (34), G. Mortimer et al in 
403 retrospective studies (1984) at Cleveland, Ohio, USA, quoted in 
incidence of 2.3% (31).   William K. Graves in a retrospective study in (1990) 
at San Francisco, California, demonstrated an incidence of 2.6%(29). Eyal 
Schiff et al (846 breeches) in retrospective study at Tel Aviv, Israel, (1996) 
demonstrated an incidence of 3% Jeffery et al, in retrospective study (770 
breeches) at Montreal, Canada (1992) quoted an incidence of 3%(23)  in a 
retrospective study including 141 term breech found incidence to be 2.6% 
(1980) at San Francisco, USA.  
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Regarding the aetiology of breech presentation, it was found that 
between 30-40% of singletons presented by the breech between 20 - 25 
weeks and 15% at 32 weeks (Sorensen et al, 1979) (7). A retrospective study 
in the Netherlands, (1993) studied breech delivery in preterm and very low 
birth weight infants showed that at between 26- 32 weeks gestation 24% of 
singletons present by the breech(10). They showed that by week 34 most 
breeches underwent spontaneous version to a cephalic presentation, 
subsequent reversion to breech is rare, occurring in 4% (Vartan, 1945). It, 
therefore, hardly surprising that premature infant comprised up to a quarter 
of babies born by the breech (7). In patients who reach term with breech 
presentation the cause must be sought among conditions which have 
prevented spontaneous version. These include multiple pregnancy, 
oligohydramnios, abnormalities of uterine shape whether congenital or the 
result of attachment of the placenta in the corneal region or the lower uterine 
segment (Hall et al, 1985). In 72.6% of series of 124 full term breech 
deliveries, the placental site was shown to be corneal by U/S compared with 
4.8% of control (Flann and Vaclavinkova, 1978). 
In multiparas with a breech presentation there is 14% incidence of 
previous breech delivery. This suggests a persisting abnormality of uterine 
shape as an aetiological factor (7). L.Kiely studies 17567 breeches 
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retrospectively in 1991 at New York, USA; and concluded that fetuses with 
a wide range of morphological and functional damage commonly present 
with breech. The proportion of “Frank breech” increases markedly towards 
term, suggesting that extended legs also hinder spontaneous version. It 
occurs often in fetuses of primigravida, so possibly accounting for the 
disproportionate number of breech presentations noted in those patients 
(Hall et al 1965, Friedman 1967), Low 1967) (7). Jeffery et al in a 
retrospective study involving 770 term breech at Montreal, Canada (1992) 
demonstrated that breech presentation occurs significantly more frequent in 
primigravidas than in multiparas (23). Other conditions which favour breech 
presentation include IUFD, polyhydramnios with or without CMF, 
hydrocephaly; and very occasionally, pelvic tumours (7). 
Opinion is divided over the extent to which breech presentation can be 
caused by contracted pelvis; Vartan (1945) stated that this was of slight 
importance I aetiology, though of vital importance when deciding the mode 
of delivery. 
Beischer (1966) could demonstrate contracted pelvis clinically in only 
3% of his series though this figure rose sharply in the small group in whom 
X-ray pelvimentry was performed. Freidman (2967) found disproportion to 
be twice the expected frequency but commented that with breech 
 4
presentation this was more carefully sought and evaluated than with head 
presentation (7). 
Diagnosis: 
 Abdominal inspection and palpation reveals the hard, round, 
ballottable head occupying the fundus, with the back on one side and limbs 
on the other. The rather narrow and softer breech may be mobile above the 
pelvic brim or may dip through it. When the head is strictly in the midline, it 
is probable that the legs are extended and a frank breech is also suspected if 
the breech is deeply engaged. The fetal heart will be heard best above the 
umbilicus. On vaginal examination, prior to labour, the presenting part is 
usually high, of softer consistency than the head and may be irregular in 
outline. Confirmation of the diagnosis can be obtained by ultrasound, which 
will also exclude placenta praevia and multiple pregnancy and will reveal 
major skeletal soft tissue abnormality hydrocephalus and major degrees of 
spinabifida can also be excluded. U/S will reveal fetal ascitis or abdominal 
tumours; and the degree of flexion or extension of the head. 
Most of the above features can be determined by X-ray if U/S is not 
available. 
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In labour, the presenting parts will be high initially but rapid decent is 
to be expected and at full dilatation the station should e comparable with that 
of vertex presentation. 
When the presenting part is high deliberate search must be made to 
exclude cord presentation. Later, with a frank breech presenting, the ischial 
tuberosities, sacrum and anus are palpable and the external genitalia may be 
identified. During prolonged labour or with slow cervical dilatation, the 
marked oedema which results may make the distinction difficult between 
breech and face presentations, abdominal examinations is helpful; on vaginal 
examination the diagnostic features of face presentation are the maxillae and 
jaws. Meconium may soil a finger inserted into the fetal anus. 
In complete breech presentation, the feet may be felt alongside the 
buttocks; while in foot and knee presentation the appropriate parts are 
evident. Though the hard projection of the heel identifies the foot, the 
examiner should follow the limb in continuity to the buttock before 
diagnosing footling breech presentation as it is possible for a foot to present 
alongside the head in one form of compound presentation.   
Early diagnosis o breech presentation allows time for adequate 
assessment and delivery under optimal condition (7).    
 
 6
Types of breech presentation: 
 Extended or frank breech: 
The lower extremities are fully flexed at the hip and fully extended at 
the knee. The feet are this high in the uterus, leaving a smooth well fitting 
presenting part which tends to engage early, so making external cephalic 
version less easy. The sung fit results in a low incidence of cord prolapse 
with a foetus average size. 
The frank breech occurs in 60 - 70% of cases being more frequent in 
primigravidas and as term approaches (7). A.J. Faffa et al in a prospective 
study of 321 breeches in primigravidas at term Tel Aviv, Israel, 
demonstrated an incidence of 67% for frank breech (1981) (7). 
K. Mohammed in a retrospective study of 213 term singleton breech 
in Bristol, U. (1988) demonstrated an incidence of 65% for frank breech (18). 
Difficulty in delivering the after coming head would be expected less often 
than in footling breech, because with a foetus of average size the passage of 
the combined mass of both thighs and the fetal abdomen is only possible 
through a fully dilated cervix. It was an unexpected finding in the series of 
law (1967) that except in primigravidas in premature labour, the perinatal 
mortality was uninfluenced by position of the legs and that both first and 
second stages of labour were actually shorter in cases with flexed legs (7). 
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Flexed or complete breech: 
Here the hips and knees of the foetus are flexed, the feet being closely 
applied to the dorsal aspect of the thighs, the presenting part is more 
irregular and less pointed; so that early engagement is less likely and 
prolepses of the cord is four times as common as in frank breech (Law 
1967), occurring in 4 - 6.3% of flexed mature breech births.  
Breech presentation is the commonest association with prolepses of 
cord, occurring in 40 - 50% of cases (7). 
Footling or knee presentation incomplete breech: 
These are self explanatory, presentation of one or both feet being 
more common than knee presentation. H. Mortimer in a retrospective study 
involving 403 breech in Cleveland Ohio USA (1984) demonstrated an 
incidence of knee presentation of the order of 30% (33). Not only is there a 
high risk of presentation or prolepses of the cord, but delivery of the infant 
up to the level of the thorax may occur though an incompletely dilated 
cervix. 
This is especially liable to occur if the obstetrician is foolishly 
tempted to deliver the body vaginally prior to full dilatation because one or 
both lower limbs have appeared at the vulva or because of clinical fetal 
distress or cord prolapsed (7). 
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The dangers of breech delivery: 
Maternal complication and dangers: 
The mother is more likely to suffer trauma if manipulations are 
required unexpectedly or hastily for complication which have not been 
previously recognized. A traumatic delivery with grave maternal 
complications, for example tears to the perineum, vagina, cervix or even 
rupture of uterus with their attendant risks of haemorrhage and later sepsis 
and they usually occur due to unskilled attempts at vaginal delivery, 
traumatic delivery, with increase in maternal morbidity and mortality may 
occur wit procedures such as delivery of entrapped after coming head, or 
shoulder dystocia or in the grave procedure of breech extraction. The patient 
may also be exposed to the risk of general anaesthesia, often induced 
hurriedly and in suboptimal conditions in an attempt to obtain alive baby. 
The increased frequency of C/S in breech delivery is associated with 
increase maternal morbidity and mortality and also influences the obstetric 
future of the mother (33).  Formerly there was a small increase in the 
incidence of postpartum haemorrhage with breech delivery and it in 
nowadays less obvious especially when active management of the third stage 
of labour is employed (7). V. C. Johseph et al (1980) at Los Angeles, 
California USA, in a prospective study of 208 women in labour at term with 
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singleton foetes in a frank breech presentation randomized to a vaginal 
delivery group and an elective C/S grip[ regarding maternal complication, 
there were no maternal death but 73 (49.3%) of the 148 women who were 
delivered by C/SD in this study experienced postpartum morbidity, only 4 
(6.7%) of the 60 women delivered vaginally had postpartum complications  
(34), in considering perinatal death in breech delivery it is usual to correct the 
figure by excluding antepartum deaths, CMF incompatible with life, cases of 
haemolytic diseases and first week deaths unconnected with the mode of 
delivery. When this was done in the North-west Thames region (Law 1967), 
the figures for multiparas and first labours were (0.5 and 6.6%) respectively. 
Even when cases of low birth weight, placenta pravia and congenital 
abnormalities were excluded Rovinsky et al (1973) found the perinatal 
mortality to be four times that for vertex presentation similarly corrected. 
Mortality to be four times that for vertex presentation similarly corrected. 
There is general agreement that the perinatal loss is greater in multiparaous 
patients. (Law 1967; Brenner et al 1974) thought Potter et al (1960) and 
Wulff et al (1960) found the converse. Law suggested that increasing 
maternal age of itself produced increased fetal loss, thought Brenner et al 
disagreed. The found that breech deliveries occurred significantly earlier 
than other deliveries, especially in non-white patients and for all parties; 
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fetal and placental weight were lower than in non breech cases of 
comparable gestational age; and there was a 6.3% incidence of congenital 
abnormality compared with 2.4% in non breech cases. The incidence of 
placenta praevia and abruption in breech cases was another potent cause of 
fatal loss, being three times that for cephalic presentation. With care full 
selection of cases for vaginal breech deliver, full monitoring during labour 
and ready recourse to C/S for cases of poor progress or fetal distress, 
perinatal mortality figures should become less comparable with those of 
cephalic presentation of comparable with those of cephalic presentation of 
comparable weight and menstrual age (7). 
K. Mohamed et al conducted a retrospective case controlled study to 
verify breech delivery of infants weighing more 2000 gm they analyzed the 
finding in 385 women with breech presentation and 357 women with 
cephalic presentation in Harare, Zimbabwe during the period August 1985 to 
June 1986; he concluded that unlike many recent studies, vaginal breech 
delivery was associated with a significantly worse out come for the infant 
proved by the finding that significantly more infants were admitted to the 
neonatal unit after breech delivery than after cephalic delivery (19.5%) 
versus (10.9%) and similarly significantly more breech deliveries (3.8% 
versus 3.5%)  respectively had l min. Apgar score of 5 or less, the perinatal 
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mortality was also double that of cephalics (5),  Pepperell and De Crespigny 
in Melbourne Australia 1979 retrospectively studied the causes of perinatal 
death following breech delivery, they studied 664 breech deliveries 
encountered in a three years period among 62998 birth. Although the breech 
deliveries represented only 3.3% of the total number of birth, they accounted 
for 24.3% of perinatal deaths. Of the 664 infants, 69 died during the 
perinatal period; 43 were stillborn and 26 died during the neonatal period 
with only 9 of the 69 infants weighing more than 2500 gm. The perinatal 
mortality of 10.4% was almost 5 times the overall hospital figure and the 
main causes of death were:- CMF (29%), IUFD (27.5%), foetal death in 
labour (14.5%) and neonatal death (29%) (7). Kaupilla (1979), in a 
retrospective study of 2227 cases of breech delivery divided the causes of 
perinatal death into those associated with premature and mature delivery 
respectively.  The main causes of death in premature delivery were as 
follows:- complications of prematurity (25%), toxemia (10%), congenital 
malformations (10%), intraventricular haemorrhage (5%), while no 
definitive lesion was isolated in up to 29% of cases. In contrast, the main 
factors responsible for death in mature infants were congenital malformation 
(32%) asphyxia (20%) trauma (14%) cord accidents (10%) with 
miscellaneous conditions comprising the remainder of deaths (29). 
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Congenital malformations were the single most common cause of 
perinatal mortality following breech delivery in the complying in hospital, 
Britain; this was demonstrated by a retrospective study of 353 consecutive 
deliveries during the period 1978 - 1979. Duignan demonstrated that, there 
were 42 perinatal deaths among the deliveries, giving a prenatal mortality 
rate of 119 per thousand. When congenital malformations and intrauterine 
deaths prior to the onset to the labour were excluded, there were no 
stillbirths or early neonatal deaths among 252 term breech in the 2 years 
period, he also demonstrated that 7 of the 66 normal preterm infants in 
whom the foetal heart eat was present at the onset of labour died following 
breech delivery so the prenatal death of this group of preterm was 106 per 
thousand, of the 42 perinatal death 21 deaths (52%) were de to lethal 
congenital malformations with abnormalities mainly in the central nervous 
system, 13 normal fetuses had died before labour commenced the 7 neonatal 
death were due to intraventricular haemorrhage 3, pulmonary atelectasis 3 
and intrapartum asphyxia due to entrapment of the fetal head in an 
incompletely dilated cervix 1. From those results, Duignan concluded that 
the problems associated with delivery of the preterm and term breech are 
quite different so that the management of these must be considered 
separately (29). 
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The FIGO (International Federation of Gynaecology and Obstetrics) 
Committee on perinatal Health Guideline for the management of breech 
delivery September 18th, 1973 Rome, Italy, stated the following on the 
section of perinatal mortality:- perinatal mortality of breech infants is not 
only related to the mode of delivery but also to several additional factors, 
such as prematurity, malformations, twin pregnancy, preterm rupture of the 
membranes with amniotic infection syndrome, early placental abruption, 
lesions induced by delivery including intracranial haemorrhage, cord 
prolepses in the active phase of delivery followed by hypoxia and acidaemia. 
With decreasing gestation age, perinatal mortality and morbidity rises. The 
incidence of perinatal mortality is an insufficient measure to assess the 
obstetrical management of breech presentation. At the present situation, the 
perinatal death in developed countries is a rare event. Numerous publication 
suggest that the decrease in perinatal mortality in breech presentation is due 
to a higher rate of Caesarean section used in breech presentation, others 
however, find no correlation between the high rate of caesarean section and 
a lower perinatal mortality rate. The relationship between mortality rate and 
the mode of delivery in preterm breech deliveries is controversial; there is 
some evidence from data which show that the perinatal mortality of very 
small premature babies can be reduced b caesarean section.   
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The FIGO recommendation concluded that well structured 
randomized and controlled prospective studies on the mode of delivery 
which can affect the morbidity and mortality in breech presentation of 
unselected patients are not available. According to The Lowa Premature 
Breech Trial controlled trials can not anymore be accomplished in 
industrialized countries In. J. Gynaec. Obstet. (4). 
The main risks are to the child, but perinatal mortality figures afford 
only a crude assessment of the efficacy of obstetric management. Still-birth 
may result from traumatic intracranial haemorrhage if delivery of the after 
coming head is rapid and uncontrolled. Stillbirth can also result from 
asphyxia if delivery is too slow, and this can also cause intracranial 
haemorrhage (Wiggles Worth et al 1977). Hypoxia in labour, as shown by 
abnormal fetal heart records and a lowered mean Apgar score, is three times 
as common as with cephalic presentation. In the past, it was generally felt 
that trauma rather than hypoxia was the principle cause of cerebral 
haemorrhage in breech delivery, however, it is now clearly demonstrated 
that intraventricular cerebral haemorrhage is far common than traumatic 
intracranial haemorrhage, particularly when the breech delivery is preterm. 
Asphyxia de to cord compression or delay in delivery of the head 
predisposes to intraventricular haemorrhage (Pope and Wiggles Wonth, 
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1997) and computerized tomography has recently indicated that the 
incidence of intracranial haemorrhage is likely to be far greater than had 
previously been suspected in both preterm (Papit et al, 1978) and term 
(Crtwright et al, 1979) deliveries (29). However, The International Federation 
of Gynaecology and Obstetrics (FIGO) Committee on Perinatal Health on 
Guidelines for the management of breech delivery, 1993 concluded that 
intracranial haemorrhage in mature breech babies as detected by ultrasound 
in a rare event. Depending on the gestational age, the frequency of cerebral 
haemorrhage is higher in premature babies in both vertex and breech 
presentation than in term babies. Intracranial haemorrhage is higher after 
breech rather than vertex deliveries depending on the week of pregnancy (4). 
Prolepses of the cord occurs 2 - 3.6% of cases compared with 0.24 - 
0.5% in non breech labours (Benson et al 1972). Brachial plexus injury and 
transaction of the cord may follow forceful traction and abdominal pressure 
in attempts to deliver the after coming head (Tan 1973), especially if it is 
hyper extended. Other injuries include fractured skull, especially the 
occipital bone; and fractures of femur, humerus and Clavide (or the more 
serious epiphyseal separation of these bones). Asternocleidomastoid 
haematoma and major bruising and tearing of lower lumbar muscles have 
been reported (British Medical Journal 1975). This last may result in a Cruch 
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Syndrome effect on the kidneys. Abdominal organs can be injured by rough 
handling with perforation of bowel or intra peritoneal haemorrhage. 
To those one must add any risk inherent in premature rupture of 
membranes when this occurs. In 1970 breech delivery was associated with 
the highest incidence of breathing difficulties in those who died and in 
survivors, a similar pattern being true for seizures and cerebral signs. 
(Chamberlain et al 1975). Much of the increased respiratory depression ratio 
in breech delivery (24 compared with 4.7 for all the 1970 births surveyed) 
was associated with the proportion which weighed less than 2500 gm, but 
these facts emphasized the risks of breech presentation even when the baby 
survives (7). 
Conservation of these hazards in the days before caesarean section 
had achieved its present safety led to an attempt to reduce the numbers 
coming to breech delivery by the use of external cephalic version (38). The 
long term effects of breech in survivors were reviewed by Neligan et al 
(1974). Wide differences of opinion were expressed b previous authors. At 5 
years of age they found a lower mean IQ for male breech survivors 
compared with spontaneous vertex, forceps and caesarean births though the 
difference was relatively small and did not persist at 10 years of age. This 
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compared with previous figures from Greece which suggested that 7.2% of 
survivors were left with major permanent handicap (Alexopoulos 1973). 
Neligan and colleagues concluded that at that time any alteration in obstetric 
management in breech presentation must be aimed at lowering perinatal 
mortality. We may need to consider more closely the long term sequalae in 
determining our plan of delivery. Hannah, in Canada concluded that there is 
no marked increase in perinatal death in breech. However, there a decrease 
in the I.Q. of babies in the 1st 5 years of their life (40).   
It must be remembered, however, that breech presentation may be the 
result of abnormal neurological development in utero, in which case the long 
term outlook is bleak regardless of mode of delivery (7). 
Danielion et al in a population based retrospective study in Grampian 
region, UK 1990, with an objective which was to compare the long term 
outcome of infants delivered in breech presentation at term by intended 
mode of delivery. The design of the study was a population based 
comparison of certain outcomes namely handicap, developmental delay, 
neurological deficit, psychiatric referral, up to school age. The study 
included 1645 infants delivered alive at term after breech presentation. The 
result showed that there were no significant differences between elective C/S 
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and planned vaginal delivery in terms of severe handicap or any other 
outcome measure. The study concluded that in selected cases of breech 
presentation at term planned vaginal delivery with C/S if necessary remains 
as safe as elective C/S in terms of long-term handicap. It was not possible to 
determine whether particular babies would have fared better had they been 
delivered by elective C/S (32).   
K.G. William, in a retrospective study (1980, San Franciso, USA) 
under the heading, Breech delivery in 20 years of practice, review all breech 
deliveries in a partnership practice though the years 1957 to 1976, to permit 
a follow up period of at least two years, 141 breech presentation (excluding 
twin pregnancies) from a total of 5320 viable deliveries (2.6%) were 
managed by one of four obstetrician - gynaecologists. Follow up for the 
child tended to confirm the increased hazard of vaginal delivery to the 
premature infant in a breech presentation but were equivocal in infants 
whose birth weight was greater than 2500 gm. This result stresses the point 
that when neurological or intellectual abnormality did not appear de novo 
after the Neonatal period (29). 
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External Cephalic Version: (ECV); 
The place of ECV by trans abdominal manipulation in the 
management of breech presentation is controversial but at a time when C/S 
is being used with increasing frequency the risks of ECV need reappraisal. 
The benefits of successful version are that special risks associated with 
breech delivery and C/S is eliminated. This may be important in 
circumstances where optimal facilities for management of breech delivery 
are not available or if cephalopelvic disproportion is suspected. The potential 
risks of the procedure, which are all increased if general anaesthesia is used - 
Recently recommended under epidural anaesthesia, are: stimulation of 
premature labour, premature rupture of the membranes, placental abruption, 
and cord entanglement, spontaneous reversion to breech presentation may 
occur and repeat version will increase the risk, fetomaternal transfusion may 
occur. Thus, no clear cut indications for version can be defined and an 
individual decision is required in each case depending on clinical 
circumstances and local facilities, e.g. a breech delivery following a normal 
pregnancy in a fully equipped obstetric unit with 24 hour immediate 
consultant obstetric and anaesthetic cover could be as safe as, if not safer 
them performing version, where as in a remote area with limited resources, 
where skilled staff might not be constantly available, version could be safer 
 20
than vaginal breech delivery or C/S (31). Recent attitudes are presented by 
Duignan (1982) and in his series of 94 versions after 32 weeks gestation, 
only nine reverted to breech presentation at the time of delivery. As there is 
no control series, it is not possible to estimate the true benefit since 
spontaneous version would have occurred in a significant proportion of 
cases. Certain contra indications to ECV can be defined and they are as 
follows: it should not be attempted if the uterus is not relaxed (i.e. should be 
done after tocolysis), also it should not be tried if there is no reasonable 
amount of amniotic fluid, if the breech is engaged in the pelvis, if there has 
been a history of antepartum haemorrhage, if there multiple pregnancy, if the 
patient had hypertension or preclampsia and if thee has been a previous C/S. 
The following precautions are necessary accompaniments to attempted 
version: U/S or radiological examination to exclude abnormality of the 
foetus and if necessary to confirm breech presentation, the placental site 
should be located by U/S, foetal heart sounds are checked prior to 
manipulation and after the version, if there is bradycardia this suggest cord 
entanglement and it may be necessary to return the foetus to its original 
position or even to carry out to C/S if the abnormality persist one should 
check that there is no loss of amniotic fluid (U/S guidance) or blood from 
the vagina. If the patient is Rh -ve a sample of venous blood is taken for 
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Kleihaure test and it may be necessary to administer 250 unit of ant-D 
immunoglobulin. Regarding the technique of ECV: The patient is instructed 
to empty her bladder and is allowed to rest and relax on the couch, with a 
mild degree of head - down tilt. With experience, initial palpation will 
indicate whether or not version is likely to be achieved with reasonable 
facility if it is judged unlikely, the procedure should be abandoned. The 
breech is disengaged from the pelvis and is deflected towards other iliac 
fossa, generally rotation in the direction which would promote flextion of 
the head is more successful simultaneously, pressure is exerted with the 
other hand on the foetal head to aid rotation in the same direction, 
manipulations should be kept to a minimum, if firm pressure is maintained, 
with only occasional repositioning of the hands. There is chance of the 
uterus being irritated and initiating a contraction, also the fetus will 
gradually re-accommodate itself and will do much of the work towards 
version by its own movements. Haste and excessive palpation will almost 
certainly lead to failure. A conscious patient is the best insurance that indue 
force will not be used. Relaxation should be encouraged by explanation, a 
conductive atmosphere and gentleness rather than general anaesthesia are 
preferable there is no place for general anaesthesia in ECV. As the supine 
position is required, maternal aortocaval compression may occur. The 
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mother should be carefully observed for signs of hypotension during the 
procedure and should be turned on her side immediately afterwards (31).  
Recently, there has been changed in the approach to ECV, it is a still a 
useful procedure in obstetric practice, particularly in areas where facilities 
are less good and where C/S is to be avoided because of the risks posed in 
subsequent pregnancies. The recent changes include the use of intravenous 
beta mimetics such as ritodrine or terbutline. This allows ECV to be delayed 
until 37 weeks to term, with a reduction in the rate breech presentation from 
3-4% to 1-2% (7). The International of Gynaecology and Obstetrics (FIGO) 
Committee on Perinatal Health Guidelines for the management of breech 
delivery 1993, Rome Guidelines for the management that ECV is 
management worthy of consideration to avoid breech delivery, the method 
does have some risks, emergency C/S may be necessary in 1-2% of all cases 
(4,36). 
Antenatal Assessment: 
The case of persisting breech presentation must be thoroughly 
assessed so that the correct route of delivery may be chosen. This is of equal 
importance in multiparas and primiparas if the perinatal mortality rate of 
breech births is to fall (7).   
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Recommendation of the FIGO committee on perinatal Health 
Guidelines for the management of breech delivery (1993) recommended the 
following criteria for elective caesarean section and trial of labour in vaginal 
breech delivery, the decision for vaginal delivery has to be evaluated as 
carefully as the decision for C/S primiparity usually is an indication for C/S. 
In cases of pregnancy at term (37 weeks or more) the following 
preconditions have to be met for vaginal delivery at term: the size of the 
fetus should be assessed by the best available method e.g. clinical 
examination, U/S, MRI. If used it is recommended to measure the skull 
diameter and the circumference and the diameter of the trunk. All methods 
for the examination of the pelvis are difficult to interpret and therefore there 
is no consensus about superiority of radiological, MRI and clinical Methods 
in the literature. Therefore, the method with the most experience in the clinic 
should choose. C/S may be the method of choice in cases of an estimated 
birth weight above 3500 - 4000 gm. Hyperextension of the head and 
hydrocephalus should e ruled out by U/S. If a protracted labour is likely, 
with high position of the breech in spite of adequate uterine contractions and 
cervical dilatation, C/S is indicated. In cases of additional risks like diabetes, 
intra uterine growth restrictions, C/S should be considered, in cases of total 
or incomplete footling breech C/S is recommended.    
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Severe Malformation should be excluded prior to deciding mode of 
delivery. An obstetrician experienced in vaginal breech delivery should be 
present during delivery. Electronic foetal monitoring (CTG) and micro blood 
analysis should be available. In preterm labour (36 weeks and below), 
between 28 - 34 weeks of gestation elective C/S is the recommended way of 
delivery. It has to be pointed out though that this question is controversially 
discussed. The quality of neonatal care is important. A high percentage of 
C/S is only indicated, if intensive neonatal care is available which 
guarantees the best chances for survival and development of the non 
traumatized premature infant. Neonatal and late morbidity is very high in the 
very low preterm infant regardless of the mode of delivery (4). 
Elective Caesarean Section: 
It is a good maximum that delivery by C/S should be considered when 
the fetus presents by the breech in the presence of another obstetrical 
problem. Associated conditions such as diabetes mellitus, moderate or 
severe hypertension, placenta previa and fulminating pre-eclampsia may 
justify elective C/S when major or congenital malformation of the foetus has 
been excluded. It may be selected in some cases of rhesus isoimmunization 
and following placental abruption. Abdominal delivery must also be 
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considered when the foetus is growth restricted, when disproportion is 
suspected as with contracted pelvis at any level, when the biparietal diameter 
is large or when the foetus is assessed as 3750 gm or more elective. C/S 
should be considered whenever footling breech is diagnosed and in cases 
where the foetal head is hyperextend (West Gern et al 1981). C/S may be 
performed electively in multiparas with a poor obstetric history, in patients 
who have experienced difficulty in conceiving and in a primigravida over 35 
years of age. In a patient with a previous C/S, a vaginal breech delivery 
should be considered only when the malpresentation is the sole complication 
present. The uterine scar should be sound and the previous section 
performed for a non-recurring indication. The foetus should be of average 
size and the pelvic capacity should not be in doubt. 
A C/S rate of 15 - 39% in breech presentation is reported in recent 
series, of which up to 85% have been elective. The vaginal route will be 
chosen most often in the multipara with a good obstetric history and where 
the breech has extended legs. 
Retrospective studies have shown a poor outcome for preterm infant 
born by vaginal breech delivery. Routine C/S for impending preterm breech 
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delivery has improved neonatal mortality and morbidity and reduced long 
term neurological sequelae (Ingemarsson etal 1978). 
As neonatal intensive care improves this group of patients become 
ever more important. The current position has been reviewed by Crowley 
and Hawkins (1980) who concluded that for infants less than 1000g with 
estimated maturity of less than 28 weeks, a policy of C/S is not justified, 
also in infants 1500 - 2000 g in weight the outcome is independent of t mode 
of delivery. Between 1000 and 1500 g (average maturity is 28 - 31 weeks) 
C/S appears to confer some advantage. It is also suggested that C/S for all 
footling breech presentation might be equally profitable, as suggested by 
Karp et al (1979). A study of 127 patients at 36 weeks or more with frank 
breech presentation in whom vaginal breech delivery or C/S was randomly 
selected resulted in maternal morbidity of 36.4% in the caesarean group. 
However, over half the cases randomized to vaginal delivery needed 
caesarean section eventually (32 for pelvic contraction, four for loss of 
progress and one for fetal distress in the group of 70, Collea et al 1978). This 
together with a larger study from the same group (Collea et al 1980) 
suggests that there is still a place for vaginal delivery of the frank breech in 
the well chosen case (7). 
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Selection for Vaginal Breech Delivery: 
Pelvic shape and capacity may be judged by past obstetric history 
where applicable and by thorough clinical assessment, especially of the 
shape and size of the outlet. The value of X-ray pelvimetry has been 
questioned, though Beisher (1966) in a small series discovered unexpected 
mid-place contraction in nearly a quarter of those in whom it was performed. 
However, clinical judge merit is adequate and pelvimeter need not be used 
routinely (40). 
Many obstetricians employ clinical assessment in conjunction with a 
single up right lateral X-ray pelvimetry, if pelvimetry is used, computed 
tomographic scan appears to provide more accurate information with one -  
third less radiation exposure (Gimovsky et al 1985). In assessing the 
likelihood of a successful outcome, Friedman (1967) stressed the prognostic 
value of cervical dilatation and station of the presenting part in late 
pregnancy or early labour. It has been shown that a large infant is at 
increased risk, if clinical suspicion of this is confirmed by relating ultrasonic 
measurements of the head chest and abdomen, an elective C/S is best; 
various fetal abnormalities can also be diagnosed by ultrasound e.g. 
hydrocephaly, fetal ascites, spinal bifida and renal agenesis whose presence 
has a bearing on the mode of delivery. An ultrasound examination or X-ray 
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may also reveal skeletal abnormality or give other useful information. In 
assessing fetal size clinically, it must be stressed that there is a consistent 
tendency to underestimate in both large and small babies. It is important that 
the most experienced obstetrician available makes this decision on 
management. The subject of breech management has been well-reviewed by 
Nwosu et al in retrospective study of 305 singleton breech. At Liverpool, 
England, 1993. They assessed the proportion of breech presentation first 
diagnosed in labour and compared their outcomes with those diagnosed prior 
to the onset of labour. The main outcome measures were the rates of vaginal 
delivery and C/S birth weight, short term morbidity as assessed by Hanna: 
sign of cerebral irritation, Apgar score and admission to the newborn 
intensive care unit. They concluded that a significant number of breech 
presentations are not detected until labour despite vigorous antenatal 
surveillance. Breech first diagnosed in labour are more likely to deliver 
vaginally, therefore there are no ground s for delivering all undiagnosed 
breech by C/S (41). 
Mechanism of Labour: 
Contrary to the older teaching, the first stage of labour s not usually 
prolonged. It lasted less than 12 hours in 53% of primiparas and 77.2% of 
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multiparas with mature single tone breech delivery reviewed by low (1967). 
When labour was premature it was even shorter. Friedman (1967) showed 
that at term there was no difference in the duration of first stage between 
flexed and extended breech presentation, when compared with the vertex. A 
shortening of the latent phase in primigravidas was explained by the 
increased incidence of premature rupture of the membranes in this group. 
There was prolongation of all phases with increasing infant weight. In 
multiparas, all phases of labour were slightly longer, perinatal mortality rises 
when the first stage is prolonged. The presenting part will usually engage 
with the bitrochanteric diameter occupying an oblique diameter or the 
transverse diameter and with the sacrum anterior. The anterior hip leads and 
on meeting the pelvic floor is rotated interiorly beneath the pubic arch: 
Should the posterior hip reach the pelvic floor first, it usually undergoes long 
anterior rotation. The hip is now held up at the public arch, lateral flexion 
allowing the posterior hip to be born. The child then straightens as the 
anterior hip is born, the legs and feet following. The third and the final part 
to enter the pelvis is the head which rotates until the posterior part of the 
neck becomes flexed under the sub pubic arch and the head is born by 
flexion, the chin, mouth, nose, forehead, vertex and occiput appearing 
successively. It is obvious that every attempt must be made to keep the back 
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of the foetus anterior and to maintain flexion of the head by avoiding 
premature or unwise traction, thus allowing smaller diameters to engage. In 
general, if the fetal back is kept anterior, the head will rotate correctly, but 
unexpected posterior rotation of the head has been reported occasionally. 
The Second Stage: 
The length of this is determined largely by the degree of intervention 
by the obstetrician, Hag (1959) has quoted averages of 39 min for 
primigravidas and 20 min for multiparas, whilst Law (1967) found that, the 
stage exceeded 60 minutes in 45.9% of primigravids with mature infants. 
Though in only 71% of multiparas with mature infants. It is certainly unwise 
to allow the second stage to continue beyond the time at which satisfactory 
advance is occurring; and 30 min after full dilatation, the case should always 
be reviewed by an experienced attendant. When epidural anaesthesia has 
been given, a little more time may be allowed, provided progress is made 
and the foetal head rate is satisfactory (7).  Duignan et al (1982) in a 
prospective study of 200 consecutive term breech labours found the rate of 
cervical dilatation amongst primiparous patients to be similar to that of 
control cephalic, though in multiparas women the rate of dilatation in breech 
labours was significantly slower both between l and 5 cm (P < .001) and 
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between l and 5 cm (P < .001). Furthermore, they also found that the 
duration of the first stage of breech labour is significantly longer (P < .001) 
than incephalic control (multiparas) (27). 
The Third Stage: 
This is usually managed actively following administration of an 
oxytocic drug, but there is still tendency to excessive blood loss in cases of 
premature labour and in multiparas (Law 1967) (7).  
Conduct of Vaginal Breech Delivery: 
All cases should be delivered in a unit equipped for C/S and should be 
attended by an experienced obstetrician and anaesthetist. Both must be 
present at delivery. 
Fetal heat rate monitoring in breech labour was shown by wheeler and 
Green (1975) to predict all cases (15 of 42 in their series) in which the baby 
was born with low Apgar score, though a further 10 who should abnormal 
tracting were born in good condition. They suggest that fetal monitoring in 
this good condition. They suggest that fetal monitoring in this way is more 
applicable as a routine method than fetal PH scheme proposed by Eliot and 
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Hill (1972) but that the two methods used together may provide ideal 
management (7). 
Fist Stage: 
These patients may require general anaesthesia urgently and should 
receive adequate fluid and dextrose or fructose intravenously to avoid 
ketosis for the same reason; oral intake should be restricted to sips of water, 
with administration of an antacid 2 hourly to maintain a high PH of the 
gastric contents. A suggested alternative in the use of Cimetidine - particular 
care should be taken to observe signs of clinical fetal distress by fetal heart 
rate monitoring; and in every case at least one vaginal examination should 
be performed by an experienced attendant prior to rupture of the membranes 
to seek cord presentation. 
In coordinate uterine action, uterine inertia, an unsatisfactory rate of 
cervical dilatation or breech which remains high mean that the case must be 
reviewed urgently lest previously on suspected mechanical problems are 
present. Oxytocin has in some series produced evidence of fetal hypoxia. 
Benson et al (1972), either for induction of labour or for augmentation. 
When the foot or breech can be seen without a speculum, fetal blood 
sampling has been used in management (Eliot and Hill 1972) Epidural 
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anaesthesia has been avoided in many series because of fears that second 
stage prolongation and increased necessary for breech extraction would 
result, but in the properly chosen case, it is an excellent method of pain relief 
and eliminates the need for general anaesthesia if assistance or C/S becomes 
necessary.  
Second Stage: 
Delivery may occur in one of three ways (i) spontaneously, (ii) 
assisted breech delivery and (iii) breech extraction. 
Spontaneous Breech Delivery: 
This occurs rarely except in multiparas patients in premature labour. These 
cases carry a high perinatal mortality, delivery often occurring rapidly when 
skilled help is not available.  
Assisted Breech Delivery: 
This is the method of choice the patient should be in the lithotomy 
position with her bladder empty. Full dilatation of the cervix must be 
confirmed by vaginal examination, which also excludes cord prolepses and 
detects the rate in instances when the child is astride the cord. In this last 
situation, the cord should be displaced over the thigh, but if this not possible 
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with a tense cord then, if the situation allows it, resort may be made to C/S if 
assessment suggests that the fetus is not distressed ad that breech extraction 
would be hazardous, alternatively, under appropriate anaesthesia the cord 
may be cut between ligature and full breech extraction performed without 
delay. In most cases, the infants’ sacrum will be anterior or lateral, but in the 
few cases where the back is posterior, it will usually rotate spontaneously to 
an anterior position, especially with a frank breech. The perineum becomes 
progressively more distended by maternal effort during contraction. Cox 
(1955) emphasized that delivery should not begin until the fetal anus 
becomes visible latterly the tendency has been to commence delivery some 
what earlier but only when the perineum is distended and thinned by a 
breech which is climbing the perineum. At this time a generous episiotomy 
is essential and is easily performed with epideural analgesia. 
In the Liverpool technique (Cox 1955) general anaesthesia was 
rapidly induced when the infant had been born as far as umbilicus extended 
legs being delivered by the pinard maneuver before the shoulders and head 
were extracted. Conduction analgesia and regional block are being used 
increasingly with fewer general anaesthetics, this trend is encouraging. 
Epidural analgesia is most effective. It is potential for eliminating bearing 
down effects full dilatation is stressed (Crow Ford 1974) and the benefits of 
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improved maternal relaxation and reduction of maternal and fetal acidosis 
produced by the technique. Pearson Paul (1973) was emphasized by Donnai 
and Nicholas (1975), in both series, together totaling over 380 cases, there 
was perhaps. Unexpectedly, an increase in breech extraction, though the 
second stage was longer than with cases managed without epidural block. In 
Donnai and Nicholas’s series 46 of the 108 patients who were not being 
given oxytocin for induction, subsequently needed augmentation of labour, 
but this seemed to have no ill effect, while 130 delivered vaginally with one 
intrapartum stillbirth, only 10 breech extraction were necessary, eight 
patients were delivered by C/S for fetal distress in labour or because the 
breech remained high at full dilatation. 
Unexpected difficulty in delivery in a well chosen case should arouse 
suspicion of fetal ascitis or of tumours of kidneys or other organs, though 
these should have already been identified by full antenatal ultrasound scan. 
The arms are usually flexed on the anterior chest wall and will be delivered 
with the thorax without difficulty. No attempt should be made to deliver an 
arm until the scapula and one axilla are visible. Extended arms and the rare 
nuchal displacement usually result from unwise traction by the obstetrician 
and his or her failure to keep the fetal back anterior during all maneuvers. If 
the baby is unexpectedly large it may be wise to deliver an arm before the 
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shoulders become wedged in the pelvis. In most instances, the Lovset 
maneuver is employed,; and only rarely is it necessary to insert a hand into 
the uterus. If the back has remained anterior and the case is well selected the 
head will enter the pelvis and descend without difficulty under the influence 
of gravity, the attendant merely allowing the body to “hang” for as long as is 
necessary to risen the hands. The process can be facilitated if an assistant 
place the palms of the hands above the symphysis pubis and draws up the 
uterus as in the Brandt - Andrews’s method for delivery of the placenta. 
When the nuchal region is seen, delivery of the head may be conducted by 
the Burns - Marshall Maneuver, but more safely with obstetric forceps. Any 
straight forceps can be used, though the piper forceps were especially 
designed for this purpose. The Mauriceau - Smellie - Veit method is another 
alternative for delivery of the head. Care should be taken not to exert undue 
traction since this may cause brachial plexus injury when the head is 
unexpectedly delayed in the pelvic cavity adequate vaginal retraction using 
forceps blades may permit the infant to breath before the nose and mouth are 
visible. Once the mouth appears the airway is cleared and extraction of the 
head proceeds smoothly without haste. The third stage will be actively 
managed following administration of an oxytocic, delivery being completed 
by inspection of the vagina and cervix. To facilitate this, an assistant should 
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draw the retracted uterus up into the abdomen by supra pubic pressure whilst 
the forceps blades are used as lateral vaginal wall retractors. This obviates 
the need for pulling the cervix down with sponge forceps and given optimal 
exposure. 
The episiotomy is then sutured. If by carelessness or by accident, the 
head enters the pelvic cavity with the occipitoposterior, delivery may be 
affected by using the Prague grip in reverse, the direction of the shoulder 
traction being downwards and backwards. Another technique of breech 
delivery should be mentioned. This the Bracht maneuver, is popular in 
Europe and has been described at length by Plental and Stone (1953) (7). 
Important remarks to be noted regarding the conduct of vaginal breech 
delivery were described by Duignan et al (1982) and Jenkins (1980) who 
found that the mean duration of the 2nd stage of labour to be 29 and 16 min 
in primipara and multipara respectively. Duignan stated that the Lovest 
maneuver should only be used for delivery of the arms if they are extended 
and be did not advocate its routine use (29). 
Finally, hereby are the recommendations of the FIGO Committee on 
perinatal health guide line (1993), regarding the management of the breech 
delivery. An intravenous access has to be assessed in order to case the 
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management of occurring Complications. Immediate readiness for 
anaesthesia is mandatory epidural anaesthesia is recommended for relaxation 
of the pelvic out let in cases of assisted breech delivery. Furthermore, this 
kind of anaesthesia is useful also for emergency general anaesthesia. If 
external CTG monitoring is assured, amniotic membranes should remain 
intact, internal CTG monitoring is recommended if external heart rate 
monitoring is insufficient. The breech should e kept with the back anterior 
until the foetus is delivered completely and possibly spontaneously during 
uterine contraction. During the expulsion stage, the administration of xytocin 
is recommended. 
Episiotomy in vaginal breech delivery is mandatory. C/S should be 
generously indicated as soon as complications occur even during the end of 
first or second stage of labour, it has to be accepted that breech extraction 
has higher neonatal morbidity and mortality than C/S and is for that reasons 
not recommended (4). 
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JUSTIFICATION AND OBJECTIVES 
Management of breech presentation has been and still, is a hotly 
debated issue (2, 23, 34). The intrapartum management of breech remains 
controversial. While the debate continues about management of breech 
presentation first diagnosed before the onset of labour, little attention has 
been directed at breech presentation first detected in labour (31). 
Breech presentation is a high-risk pregnancy (23, 35). It has been 
associated with a higher perinatal mortality and morbidity than in cephalic 
presentation (7, 22). Some authors have shown this to every stage of labour (36), 
but others have noted that these excess death are due largely to lethal 
congenital malformation and complications of preterm labour (2, 7). The 
perinatal mortality rate for breech delivery is 4-5 times greater than when the 
presentation is cephalic (1, 2, 6, 22). 
It is clear according to the findings from the literature that well 
structured randomized and controlled prospective studies of the mode of 
delivery: C/S or vaginal delivery, which can affect the mortality and 
morbidity in breech presentation of unselected patients are not available 
worldwide (FIGO) (4): This justifies the conduct of a study on the 
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management of labour in breech presentation to determine the following 
objectives:- 
- Incidence of breech delivery at Khartoum Teaching 
Hospital and Omdurman Maternity Hospital. 
- Mode of delivery in breech presentation. 
- Perinatal mortality rate in breech presentation. 
- Maternal complications following breech delivery. 
- To suggest a protocol for management of labour in 
breech presentation at Khartoum Teaching Hospital ad 
Omdurman Maternity Hospital. 
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CHAPTER TWO 
Methodology 
Study Design: 
This is an observational non-experienced comparative case controlled 
study of the management of labour in singleton breech presentation at 
Khartoum Teaching Hospital and Omdurman Maternity Hospital during the 
period between September 2000 and April 2001 (8 Months). 
Study Area: 
A) Khartoum Teaching Hospital: The largest hospital in Sudan. It 
receives all sorts of patients from Khartoum city and its 
surrounding areas and from allover the Sudan. 
The study was carried out in the obstetrics and gynaecology 
departments including: antenatal wards and postnatal wards. There 
is a section for fistulae cases. There are emergency and elective 
theatres. 
The emergency section contains casualty room, labour room and a 
theatre.  
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Staff: There were six units covered by consultants, six registrars, 
house officers and midwives; covering includes the referred 
clinics, elective theatres and casualty. 
B) Omdurman Maternity Hospital: The largest Maternity hospital in 
Sudan established in 1957, receives referral cases from peripheral 
centres, hospitals and Midwives. The hospital contains an obstetric 
and gynaecological unit and is part of Omdurman Teaching 
Hospital. 
The study has been carried out in the obstetric section containing 
antenatal, postnatal wards, eclamptic room and room for isolation 
wards, “Private” rooms, emergency theatre and two elective 
theatres.  
There is an emergency section containing casualty labour room 
and private labour room. 
There are four units covered by five consultants and registrars and 
house officers. There are many midwives at different levels of 
training. 
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Case group:  
All term pregnancies at completed 37 weeks breech in labour with 
their criteria of inclusion ad exclusion fulfilled. 
Group Control: 
Term babies with cephalic presentation coming in labour.   
Sample Size: 
Calculated by statistician and was found to be 100 for case and 100 
for control groups. 
Analysis: 
This information was subjected to computer analysis using SPSS 
(Statistical Package for Social Sciences) system. 
Frequency was computed for all variables, the outcome variable 
(Breech) was cross tabulated against most of the variables. 
X2 Chi square was computed to check the significant risk factors 
between the case and control, difference was considered significant when P 
< 0.05. 
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Data Collection: 
A detailed standardized questionnaire was designed. After explaining 
the aim of the study and taking oral consent from each woman, the 
questionnaire was filled by direct questioning after taking an oral consent 
from the mother and examination by doctor in the following way: on 
admission to the labour room, both case and control are assessed clinically. 
History followed by general and obstetric examination is conducted: 
Regarding the history identification notes were taken namely: name age 
residence, level of education; and occupation of the mother duration of 
marriage. Detailed obstetric history was taken namely: numbers of deliveries 
and outcome, number of abortion if any, then the mode of previous 
deliveries if any is descried; and history of previous hospital admission, 
surgical operations or previous blood transfusion is stated. A history of 
usage of ay family planning procedure is mentioned; the number of antenatal 
care visits and their level is stated. Then general examination is conducted 
for both case and control. This involves pulse rate/min, blood pressure 
measured by a mercury sphygmomanometer, temperature by thermometer 
(Mercuric) Height in cm  using a centimeter graduated tape, examination of 
the sclera and conjunctiva for pallor and jaundice, examination of the neck 
for thyroid and any swelling, examination of the breast for lumps, 
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cardiovascular and respiratory system examination, abdominal examination 
for organomegally (namely liver, spleen and kidney), then demonstrations of 
the fundal height and its relation to the gestational age, confirmation of the 
lie, presentation, engagement and auscultation of the foetal heart by Pinard 
stethoscope. 
Criteria for diagnosing breech by abdominal examination are the 
detection of the foetal head in the fundal region (hard, globular, regular, 
ballotable) if liquor is adequate. Foetal heart sound is usually heard in 
breech, a little higher than the level of the umbilicus. In cephalic control, the 
criteria for diagnosing cephalic presentation per abdomen are the finding of 
the head at the pelvic brim or partially through it; foetal heart is best heard 
below the level of the umbilicus. The baby is assessed as either being bit (> 
3.5 Kg) or average (2.5 - 3.5) or small (<2.5 Kg). The amount of liquor is 
assessed as excessive average or less than average. Lower limb examination 
by palpation to detect any oedema whether pitting or not if any. Then 
vaginal examination is conducted first by inspection for circumcision and to 
note any fluid coming through the vagina whether liquor or blood then 
perform a digital examination if there is no contraindication to it (APH), the 
vagina is assessed whether dry or moist, cervical position is noted, whether 
central, posterior or anterior, the level of he presenting part is noted, 
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membranes whether present or not. The criteria for diagnosing breech in 
labour by examination are: frank breech, the ischial tuberosities, sacrum and 
anus are palpable and external genitalia may be felt. In complete breech, the 
feet are felt alongside the buttocks. In footling breech, the foot or both feet 
are felt at lower level than the buttocks or even protruding through the 
cervical os. Criteria for diagnosing cephalic presentation by vaginal 
examination are: In vertex presentation anterior and posterior fontanels are 
felt according to the degree of extension or flexion of the head, together with 
the suture lines. In face presentation, the chin, mouth, nose, eye and forehead 
are felt while in brow presentation, the forehead, orbital ridges and bridge of 
the nose are felt. Clinical pelvic assessment is conducted and its finding are 
interpreted as follows: If the sacral premonitory is easily reachable, the 
ischial spines are prominent, the subpubic angle in acute and the subpubic 
arch is Gothic in shape, the bituberous diameter is less than 4 knuckles, this 
diagnosed as a clinically contracted pelvis. If the sacral promontory is not 
within the reach of the examiner finger, the ischial spines are not prominent 
the sacrospinous ligament accommodate two fingers, subpubic angle is 
obtuse, subpubic arch is of the Roman type, the bituberous diameter or 
distance accommodate 4 knuckles of the fingers, then the pelvis is regarded 
as adequate. According to clinical pelvic assessment, the patients in both 
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case and control groups are allocated into two categories. (i) Those who 
requested an emergency C/S decided upon at the time of admission, (ii) 
those allocated for assisted vaginal delivery should fulfill the following 
criteria: Uneventful obstetric history, average size breech, adequate pelvis 
clinically and a non footling breech. 
The indications for termination of a proposed vaginal delivery in the 
case group are: Development of foetal distress or low maternal fortitude in 
the first stage of labour, fetal distress in the second stage of labour with a 
high head or failure of progress i.e. failure of head descent despite good 
uterine contractions or cervical dilatation. 
The next step is the investigation; routine ones done while the patient 
is in the labour room are the Hb in gm, urine for ketones and protein, blood 
grouping and preparation of two pints of blood for those in whom C/S is 
decided at the time of admission. Those patients in both case and control 
group who are allocated a proposed vaginal delivery are followed up in the 
labour room by a partogram which includes recording of the maternal pulse, 
blood pressure, temperature, uterine contractions, foetal heart, per vaginal 
examination findings and any medication prescribed. Maternal pulse rate is 
recorded every 30 min., maternal blood pressure is recorded every 2 hours 
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(more frequently if indicated), maternal temperature is recorded every 4 
hours (more frequently if pyrexial), uterine contractions, frequency and 
strength are recorded by abdominal palpation every hour, foetal heart rate is 
auscultated by the pinard stethoscope at least every 15 min., listening for 30 
seconds before, during and immediately following contractions. In the 
second stage it is auscultated after each contraction; per vaginal examination 
is done immediately on admission and immediately following rupture of the 
membranes to exclude cord prolepses then at 2 - 4 hour interval when labour 
is established. It is also done immediately if any relevant adverse events 
supervene, such as fresh meconium staining of liquour in the control group 
or abnormalities of the foetal heart in both case and control group. Every 
time vaginal examination is done during the conduct of labour, the following 
should be recorded: cervical dilatation in cm should be plotted graphically, 
effacement and position of the cervix membranes whether present or absent, 
amount and colour of liquour, level of presenting part, type of breech and to 
exclude cord prolapse. 
Oxytocin is given to patients in the case group allocated for vaginal 
breech delivery in cases of inefficient uterine contractions in primigravida 
and to patients with parity less than 4 with inefficient uterine contractions. It 
is not given to gransmultipara in both case and control groups. In control 
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groups oxytocin is given to patients with inefficient uterine contractions, 
early rupture of membranes and for primigravidae and multiparae with 
parity less than 4. It is given in a continuous infusion form in 5% dextrose in 
water by the method of titration. In control group ARM (artificial rupture of 
membranes) is done mainly in primigravidae it inefficient uterine 
contractions at 4-5 cm cervical dilatation and with an engaged head.     
Analgesia in the form of pethidine 50 - 100 mg is given IM to patients 
in both case and control groups but not given if cervical dilatation is more 
than 7 cm. In the first stage of labour, patients allowed by mouth to take 
small amounts of fluids; and given an intravenous fluid in the form of l pint 
of glucose 5% in water every 4 hours in both case and control groups. 
In the case group when the second stage of labour is diagnosed by full 
cervical dilatation; and cord prolapsed is excluded, the patient is encouraged 
to bear down in any position comfortable to her. Later the patient is put in 
the lithotomy position on the delivery table and under complete aseptic 
conditions, the following procedures are done: the perineum, vulva and 
upper third of the posterior surface of the thigh is washed with antiseptic 
solution and swabbed, a rubber catheter is used to empty the bladder. With 
progression of contractions and descent of the breech a time will come when 
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the posterior buttock is seen distending the perinem. At this time local 
anaesthesia by the procedure of pudendal block is given in the following 
way: Lignocaine hydrochloride 1% is used throughout (without adrenaline), 
the total amount injected should not exceed 50 ml, a skin weal is raised half-
way between the anus and ischial tuberosity. The index finger of the left 
hand is inserted in the vagina and the left ischial spine is located. A 20 cm 
20 guage needle is passed through the weal and directed towards the ischial 
spine with the guidance of the vaginal finger. The needle is directed just 
posteriorly to the inferior tip of the spine. The plunger of the syringe is 
withdrawn to make sure that the needle is not in a vein and about 5 ml of 
Lignocaine solution is injected. The needle is inserted a further centimeter 
and after testing for intravasation by withdrawing the plunger again, another 
5 ml Lignocaine is injected. The procedure is repeated on the right side. 
Pudendal block is combined by local infiltration of the perineum. When the 
breech is seen climbing the perineum and distending it and the maternal anus 
becomes patulous, at this moment a generous episiotomy is done and 
mediolateral one involving the posterior vaginal wall, subcutaneous fat and 
fascia, superficial and deep perineal muscles. In some patients, the deep 
perineal muscles are not reached. After this stage, the baby from now on is 
delivered by an assisted breech delivery.   
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In this study, no place was given to breech extraction. With 
consecutive contractions, the breech will start to appear through the vulva, 
and the first time to touch the baby is at the delivery of the umbilicus, 
however, every effort is made to keep the back anterior. A steady gentle 
traction is applied to the groin in a patient with Frank breech, the extended 
legs are disengaged flexed at the level of the knee joint (popliteal fossa) and 
drawn down. 
At delivery of the umbilicus, a loop of cord is pulled down, then 
keeping the back anterior holding the baby by the pelvic girdle and with 
consecutive contractions one waits till the appearance of the angle of the 
scapula. If the arms are flexed over the chest then they are delivered by 
rotating the trunk 180 degrees, if the arms are extended; then they are 
delivered by the Lovest manouvre. After delivery of the trunk only a 
maximum of 5 min. is afforded for delivering the after-coming head.    
The delivery of the after-coming had by Burn’s Marshal maneouvre is 
conducted in the following manner; while the patient is in the lithotomy 
position, the trunk of the baby is allowed to hang down and with appearance 
of the nape of the foetal neck, which is indicated and by the appearance of 
scalp hair line, the attendant standing with his back to the patient left leg, 
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takes the baby’s legs (from ankle joint) in his right hand exerting a firm 
outward force; the foetus is drawn over the maternal pubis, the foetal head 
finally been delivered by a movement of flextion, the left hand been used to 
guard the perineum and at the same time to prevent the head from emerging 
too quickly. Forceps for the after-coming head is applied if Burns Marshal’s 
manouvre falls. 
The management of the second stage of labour in control group is as 
follows: when the second stage is diagnosed by full dilatation of the cervix, 
the patient is taken to the delivery room in the lithotomy position and under 
aseptic condition, the vulva, perineum and pelvic area and the posterior 
surface of the upper third of the thigh is cleared, the bladder emptied, when 
the head stops receding between contraction and start climbing the 
perineum, an episiotomy is done in the same manner mentioned above 
especially if the patient is a primigravida. The advancing head is controlled 
with the palm and finger of the left hand, flexion of the head is maintained 
until the occiput and parietal eminences were free the later are then gripped 
between the finger and thumb to aid extension of the head, the head is 
supported by one hand, while the other is used to detect any cord around the 
neck if found clamped and cut before delivery of the shoulders. When 
delivery of the anterior shoulder takes place, then the head is guided 
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upwards towards the mother abdomen allowing the posterior shoulder to 
sweep the perineum the shoulders are supported by the right hand and the 
buttocks by left hand as the trunk is delivered if there are no loops of cord 
around the neck in the control group, then management will continue like 
that of the case and as follows; the baby is held head down at the level of the 
cord which is clamped and cut. Third stage of labour is managed 
physiologically, after appearance of signs of separation of the placenta 
namely: lengthening of the cord, gush of blood, dooming of the fundus 
which rises upwards in the abdomen, the placenta is delivered by controlled 
cord traction (Brand Andrews method). After delivery of the placenta, 
ergometrine is given - if no contra indications - to aid uterine tonicity. The 
episiotomy is sutured using thromic catgut number 0 or 1; the vaginal wall 
continuously while the perineal portion interrupted in one or two layers. 
Immediately following delivery, the baby is resuscitated by suction using a 
plastic catheter or tube introduced through the mouth and nostrils and 
sucking the upper respiratory passages. Intermittent O2 supply was also used 
in the resuscitation and this supplied through a mask. Apgar score at five 
minutes is recorded. General examination of the baby is done including 
whether the baby is alive or a fresh stillbirth, weight ms, any evidence of 
congenital malformation, evidence of trauma for example bruising of the 
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skin,  fracture of bone e.g. tibia, femur, clavicle or even fracture of the skull. 
A neonate who needs further neonatal care is referred to the nursery in the 
Paediatric Department.     
Those in case and control groups in whom a decision is taken to 
perform emergency C/S at the time of admission, or those allocated for a 
proposed vaginal delivery in both case and control and who developed 
complications during labour necessitating an emergency C/S are prepared 
for it by preparation of two pints of compatible blood. 
Patients in both case and control group who deliver vaginally are 
asked to come to the referred clinic to assess the condition of the baby after 
6 weeks of their deliveries. 
Any patient in case or control group who developed a maternal 
complication is kept in hospital and managed the cause of the post partum 
morbidity or mortality is reported. 
All doctors in the department of obstetrics and gynaecology in both 
hospitals helped the researcher in filling the questionnaire, examining the 
patients and most of them attended the deliveries. 
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CHAPTER THREE 
RESULTS 
 
The following are the results of this comparable case controlled study 
for the management of labour in Singleton term breech at Khartoum 
Teaching Hospital and Maternity Hospital in the period from September 
2000 to April 2001. 
The mean age for the case group is 28.6481 while for the control 
group is 27.1852; while the mean parity for the case group and control group 
is 3.3919 and 2.888 respectively. 
Since the difference is statistically insignificant for both age and 
parity in the case and control group, i.e. the two groups are comparable. 
Table (1): This table demonstrates the distribution of cases and 
control according to the residence 128/214 (59.8%) in both case and control 
group, live in rural areas, while only 86/214 (40.1%) in both case and 
control group live in urban areas. The difference between the two groups 
regarding residence is insignificant. 
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Table (2): Demonstrates the distribution of cases and control 
according to the mother’s level of education  (years of schooling) and it 
shows that 155/214 (72.4%) in both case and control groups received in 
14/214 (6.54%) in both groups. The difference in the mother level of 
education (years of schooling) is statistically insignificant in both case and 
control group P < 0.05 X 2.216. 
Table (3): Demonstrates the distribution of case and control according 
to the mother occupation, it shows 92/214 (42.99%) in both case and control 
the mother is a housewife, while in 19/214 (8.87%) in both case and control, 
the mother is professional. The difference being insignificant statistically P 
> 0.05 insignificant. 
Table (4): Demonstrates the distribution of case and control according 
to attendance at antenatal care, 8/82 (9.75) of the cases did not attend ANC 
while 5 of the control did not attend ANC and the difference between the 
two groups is not significant. P > 0.05. 
Table (5): shows the distribution of case and control according to the 
level of attendance of antenatal care, 52/82 (24.29%) of the cases who 
attended ANC were under consultant care, while 38/82 (46.34%) of the 
control were under consultant care; and difference is significant. Most of the 
ANC were done y mid wife in control. 
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Table (6): Shows the distribution of case and control according to the 
type of hospital admission - whether booked or not booked, 40/82 (48.78%) 
in the case group were un-booked, while 51/82 (62/19%) in the control were 
unbooked. Many of the cases were booked; and the difference is statistically. 
P > 0.0091 insignificant. 
Fig. (1): shows the distribution of case and control according to the 
level of haemoglobin (gm). In 51/82 (62.19%) of case - Hb is less than 10 
gms, while in 36/82 (43.90%) of control. Hb is less than 10 gms while 48/82 
(58.53%) of control had Hb level being significantly high in control group. P 
< 0.001 significant. (Accidental). 
Fig. (2): demonstrates the mean gestational age, temperature, pulse, 
systolic blood pressure; and diastolic blood pressure in case and control 
group. 
Fig. (3): shows the distribution of case and control according to the 
condition of the membranes on admission to the labour room (present or 
absent). In 64/81 (79.01%) of the cases, the membranes were not present at 
the time of admission and in 24/82 (29.26%) of the control, the membrane 
were absent at the time of admission and difference is insignificant (P .000) 
goes with malpresentations. 
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Fig. (4): shows the distribution of case and control according to the 
level of the presenting part at the time of admission to the labour room. In 
55/81 (67/90%) of the cases the presenting part was high and in 20/82 
(24.39%) of the control, the presenting part was high and the difference is 
significant P <0.05 less well fitting. 
Fig. (5): shows the distribution of case and control according to 
clinical pelvic assessment done on admission to the labour room, 66/82 
(80.48 %) of the cases had adequate pelvis while 68/82 (82.92%) of the 
control adequate pelvis, P < 0.05 insignificant. 
Table (8): This table demonstrates the distribution of case and control 
according to cervical dilatation on admission to the labour room. One of the 
case groups presented with vaginal bleeding and diagnosed as antepartum 
haemorrhage and therefore vaginal examination was not performed for that 
particular case. 
This table shows that 113/163 (69.32%) in both case and control 
presented to the labour room with cervical dilatation of 4 - 8 cm. The 
difference in cervical dilatation in both case and control on admission to the 
labour room is statistically significant. P > 0.05. 
Fig. (6): shows the distribution of case and control according to the 
duration of the first stage of labour in hours. In 50/82 (60.97%) of cases, the 
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duration of labour was less than 8 hours while in the control group. It was 
72/82 (87.80%) were less than 8 hours. In 25.82 (30.48%) of the cases, the 
duration of labour was 8 - 12 hours and in the control group 10.82, the 
duration of labour was 8 - 12 hours, only 7 patients in the case group was 8 - 
12 hours; only 7 patients in the case group was labouring for more than 12 
hours while none of the control was labouring for more than 12 hours. The 
duration of the first stage of labour is significantly longer in the cases than in 
the control. P < 0.00004. 
Table (9): shows the distribution of case and control according to 
duration of the second stage labour (min.). Those in the case and control 
who delivered by Caesarean section were excluded. 
This table shows that 66/148 (44.59%) in both case and control group 
had a duration of second stage of labour for a period less than 30 minutes, 
while only 28/148 (18.91%) in both case and control group had a duration of 
the second stage of labour for a period more than 60 minutes. The difference 
in the duration of the second stage of labour in both case and group is 
statistically insignificant. P > 0.05. 
Table (10): Demonstrates the distribution of case and control 
according to duration of the third stage of labour. In 146/148 (98.64%) of 
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both cases and control groups, the duration was less than 20 minutes and all 
the control  had a third stage less than 20 minutes. 
Only 2 patients in the cases had a third stage more than 20 minutes. P 
= 0.42 insignificant. 
Fig. (7): shows the distribution of the type of breech in case group 
63/82 (76.82%) were frank breech, while 19/82 (23.17%) were complete 
breech, no footing breech or knee presentation in the case group. 
Fig. (8): shows the distribution of the type of the mode of delivery 
according to the type of breech in the case group. It shows that 43.54 
(79.62%) of those delivered vaginally were frank breech, while 19/28 
(67.85%) of those delivered by Caesarean section were frank breech. These 
is no statistically significant difference in the mode of delivery between 
frank and complete breech P = 0.6 insignificant. 
Fig. (9): shows the distribution and the rate of Caesarean section in 
both case and control. 28/82 (34.14%) of the case group were delivered by 
Caesarean section, 17/82 (20.73%) of the control were delivered by 
Caesarean section. P > 0. 05. 
Fig. (10): shows the distribution of mode of delivery in case and 
control group, 28/82 (34.14%) of cases were delivered by Caesarean section, 
while 17/82 (20.73%) of control were delivered by Caesarean section. 54/82 
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(65.8%) in the cases delivered vaginally, while 65/82 (79.26%) of the 
control delivered vaginally. P = 0.019 significant. 
Fig. (11): demonstrates the distribution of mode of delivery in case 
and control according to the weight of baby (Kg. 16.26 (61.53%) of babies 
weighing more than 3.5kg in the case group were delivered by Caesarean 
section and 3/10 (30%) of the babies weighing 3.5 or more in the control 
were delivered by Caesarean section. P < 0.05 significant. 
Fig. (12): illustrates the distribution of case and control according to 
the duration of hospital stay (days). 60.86% of cases stayed 6 days or less 
while 27.27% of the control stayed for 6 days or less. Nine patients in the 
case stayed for more than 6 days and 5 patients of the control stayed for 
more than 6 days. 52/82 (63.41%) of the control were discharged in the same 
day, while only 17/82 (20.73%) in the case group were discharged in the 
same day. P < 0.05 significant. 
Fig. (13): demonstrates the distribution of perinatal death in both case 
and control group. 10/82 (12.19%). Of the case died (CD) and 7/82 (8.53%) 
of the babies of the control died (PD) by the end of 7th day. The difference 
being insignificant. P .4763. 
Fig. (14): illustrates the distribution of Apgar score at 5 minutes 
according to the mode of delivery in the case group. In 18/54 of those 
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delivered vaginally, the Apgar score as 7 or more while in 21/28 of those 
delivered by Caesarean section, the Apgar was 7 or more and difference was 
insignificant. P .0611. 
Fig. (15): shows the distribution of Apgar score at 5 minutes in 
relation to the birth weight of baby (Kg) in the case group 6/17 of the babies 
weighing less than 2.5 kg were having Apgar score less than 7, while only 
4/26 of the babies weight 2.5 - 3.5 were having Apgar less than 7 an the 
difference is significant. 13/29 of babies weighing more than 3.5 were 
having Apgar score less than 7. Small babies (< 2.5) and big babies (> 3.5 
kg) had a lower Apgar score at 5 minutes. P .01179. 
Table (7): demonstrates the distribution of case and control according 
to the use of family planning methods. 33/82 (40.24%) of the case patients 
they did not use family planning methods while in the control group 29/82 
(35.36%) they did not use the methods, P > 0.05 insignificant. 
Table (11): This table illustrates the distribution of mode of delivery 
in case and control in relation to attendance to antenatal clinic. It shows that 
out of 137/163 (84.04%) in both case and control who attended antenatal 
care, 24/29 (82.75%) in case group delivered by Caesarean section. Out of 
26/163 (15.95%) in both case and control group who did not attend antenatal 
care 5/29 (17.24%) in case group delivered by Caesarean section and 6/17 
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(35.24%) in control group delivered by Caesarean section. In the control 
group, 56/65 (86.15%) of those attended antenatal care delivered vaginally, 
while only 9/65 (13.84%) of those who did not attend antenatal care 
delivered vaginally. 
In the case group, 46/52 (88.46%) attended antenatal care delivered 
vaginally while only 5/52 (9.61%) not attending antenatal care delivered 
vaginally, however there is no significant difference - statistically in the 
mode of delivery in both case and control group in relation to attendance to 
antenatal care clinic. P > 0.05 insignificant. 
Table (12): This table demonstrates the distribution of mode of 
delivery in case and control group according to clinical pelvic assessment. It 
shows that all patients with inadequate pelvis were delivered by Caesarean 
section in both case and control. All vaginal deliveries had adequate pelvis 
and there was a higher incidence of Caesarean section in those with adequate 
pelvis in the cases compared to control. P > 0.05 significant. 
Table (13): This table demonstrates the indication of Caesarean 
section in the case group, the most common one is breech with a contracted 
pelvis according for 6/28 (21.42%) then breech with failure of progress 5/28 
(17.85%) then breech with a previous scar 4/28 (14.28%). The other 
indications follow with a lower frequency demonstrated in the table. 
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Table (14): shows the indication of Caesarean section in the control 
group, the most commonly encountered indication is for primigravida - 
contracted pelvis in labour 4/17 (23.52%) followed by two previous scar in 
labour 3/17 (17.64%) fetal distress in the first stage of labour 3/17 (17.64%), 
the rest of the indication are all of 2/17 (11.76%), prevalence and all shown 
in the table. 
Table (15): demonstrates the distribution of case and control 
according to maternal complications. 19/64 (11.58%) of patient in both case 
and control developed complications: 7 PPH, 11 sepsis and one anaesthetic 
death. Ten of the complications were in the case group and 9 were in the 
control group. P. 0.2291 insignificant. 
Table (16): shows the distribution of the perinatal death in both case 
and control group. 6/82 (7.31%) of babies in the case group died by the end 
of he 7th of their life, while 5/82 (6.09%) in the control group were died.  
0.4763 insignificant. 
Table (17): shows the distribution of the perinatal deaths in both case 
and control group according to the cause. Five out of the six perinatal deaths 
in the case group died due to intrapartum asphyxia, while in the control 
group three out of five died due to intrapartum asphysia. Death due to 
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neonatal infection: 1/6 (16.66%) in case group, while in the control group 
2/5 (40%) died with neonatal infection. 
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Table (1): Shows the distribution of cases and control according to the 
residence P .84282 > 0.05 insignificant 
   
 Rural Urban Total 
Case 38 44 82 
Control 40 44 42 
 
 
 
Table (2): Shows the distribution of cases and control according to the 
mother level of education (Years of School). P 0.05 insignificant 
   
  1 - 6 6 - 12 > 12 
Case No. 6 52 16 8 
Case % 7.31% 63.41% 19.51% 462 
Control No. 5 58 15 6 
Control % 6.09% 70.73 18.29 7.31% 
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 Table (3): Shows the distribution of cases and control according to 
the mother occupation (P 0.05) insignificant 
   
 House wife Employed Professional 
Case No. 44 28 10 
Case % 53.65% 34.14% 12.19% 
Control No. 48 25 9 
Control % 58.53% 30.48% 10.97% 
 
 
Table (4): Shows the distribution of cases and control 
according to attendance of antenatal clinics P > 0.05 
insignificant 
 No Yes 
Case No. 8 74 
Case % 9.75% 90.29% 
Control No. 4 78 
Control % 4.87 95.12% 
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Table (5): Shows the distribution of cases and control according to the 
level of care at antenatal clinics P 0.05 insignificant 
   
 Midwife Medical Consultant 
Case No. 21 9 52 
Case % 25.60% 10.97% 63.41% 
Control 32 12 38 
Control % 39.02% 14.63% 46.34% 
 
 
 
Table (6): Shows the distribution of cases and control according to the 
type of hospital admission (P 0.0091 insignificant) 
   
 Booked Unbooked Total 
Case No 42 40 82 
Case % 51.21% 48.78% 100% 
Control No. 31 51 82 
Control % 37.80% 62.19% 100% 
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Table (7): Shows the distribution of cases and control according to the 
use of family planning methods P 0.05 insignificant 
  Family planning 
methods 
 Urban 
No.                         % No.                       % 
Not used 33 40.24% 29 35.36% 
Used 49 59.75% 53 64.63% 
Total 82 100% 82 100% 
 
 
Table (8): Shows the distribution of cases and control according to 
cervical dilatation (cm) on admission to labour room P >0.05 
insignificant 
Cervical Os 
dilatation (cm) 
Case Control 
No.                         % No.                       % 
< 4 cm 20 24.69% 17 20.73% 
4-8 cm 55 67.07% 58 70.73% 
> 8 cm 6 07.17% 7 08.53% 
Total 81 100% 82 100% 
N.B.: One of the case groups diagnosed as ante partum haemorrhage so 
vaginal examination was not done. 
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Table (9): Shows the distribution of case and control according to the 
second stage of labour (min) P 0.05 insignificant 
   
Duration of 
second stage of 
labour 
Case Control 
No.                         % No.                       % 
> 30 (min.) 30 41.66% 36 47.36% 
30-60 (min.) 29 40.27% 25 32.89% 
> 60 (min.) 13 18.05% 15 19.73% 
Total 72 100% 76 100% 
 
 
Table (10): Shows the distribution of case and control according to 
the third stage of labour (min.) P 0.42 insignificant 
   
Duration of third stage 
of labour (min)  
Case Control 
No.                         % No.                       % 
< 20 (min) 70 97.22% 76 100% 
> 20 (min) 2 2.777% 0 0% 
Total 72 100% 76 100% 
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Table (11): Shows the distribution of cases and control according to 
the use of family planning methods P 0.05 insignificant 
   
 
Antenatal 
care 
attendance 
Case Control 
Caesarean              
 Section                 
Vaginal 
Delivery 
Caesarean               
 Section                   
Vaginal 
Delivery 
No.    % No. % No. %        No. % 
Not 
attendance 
5 17.24% 6 11.53% 6 35.29% 9 13.84% 
Attending 24 82.75% 46 88.46% 11 64.70% 56 86.15% 
Total 29 100 52 100% 17 100% 65 100% 
 
 
Table (12): Shows the distribution of mode delivery in cases and 
control group according to the of clinical pelvic assessment 
   
 
Clinical 
pelvic 
assessment 
Case Control 
Caesarean              
 Section                 
Vaginal 
Delivery 
Caesarean               
 Section                   
Vaginal 
Delivery 
No.    % No. % No. %        No. % 
Adequate 21 77.77% 54 100% 13 76.47% 65 100% 
In adequate 6 22.22% 0 0% 4 23.52% 0 0% 
Total 27 100% 54 100% 17 100% 65 100% 
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Table (13): Shows the indication section in the case group  
Indication of Caesarean Section No. % 
Breech big baby 4 14.28% 
Breech failure of progress 5 17.85% 
Cord prolapsed 2 7.14% 
Fetal distress 3 10.71% 
Breech, previous scar in labour  4 14.28% 
Breech, ante partum haemorrhage  1 3.57% 
Breech D.M. 1 3.57% 
Breech, hypertension 2 7.14% 
Breech, contracted pelvis 6 21.42 
Total 28 100% 
 
 
Table (14): Indication of Caesarean section in the Control Group 
   
Indication of Caesarean Section No. % 
Fetal distress stage of labour 3 17.64 
Primigravida, failure of progress first stage of labour 2 11.76 
Two previous scars in labour 3 17.64 
Primigravidas, contracted pelvis in labour 4 23.32 
Three previous scars in labour 2 11.76 
Previous scars, contracted pelvis in labour 2 17.64 
Total 17 100 
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Table (15): Demonstrates the distribution of case and control 
according to maternal complication P 0.2291 insignificant 
   
 
Maternal complication 
Case Control 
No.                         % No.                       % 
Post partum haemorrhage 
(uterine atonia) 
2 20% 4 44.44% 
Genital tract sepsis 6 60% 5 55.55% 
Anaesthetic complication 1 10% 0 0.0% 
Post partum haemorrhage 
cervical tear 
1 10% 0 0.0% 
Total 10 100% 9 100% 
 
 
Table (16): Shows the distribution of perinatal death in both case and 
control group. P = 0.4763 insignificant 
Baby condition by the 
end 7th day 
Case Control 
No.                         % No.                  % 
Alive 76 97.68% 77 93.90% 
Dead 6 7.31% 5 6.09% 
Total 82 100% 82 100% 
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Table (17): Shows the distribution of causes of perinatal deaths in 
both case and control group. P < 0.05 insignificant 
   
 
Cause 
Case Control 
No.                         % No.                       % 
Intrapartum 5 88.33 3 60 
Asphyxia - 97.22 - - 
Neonatal 1 16.66 2 40 
Infection - - - - 
Total 6 100% 5 100% 
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CHAPTER FOUR 
DISCUSSION 
 In this observational, non-experimental, comparative case-control 
study of the management of labour in singleton breech deliveries, the 
number of breech deliveries in the study period was 100, while the total 
number of deliveries for the same period at Khartoum and Omdurman 
Maternity hospital was 3079. This is an incidence of breech in the order of 
3.5%. This incidence is comparable with that in the literature; e.g. Hall et al 
1965 in USA in 9066 deliveries quoted an incidence of 3.11% (7) while W. 
Hannah 1996, Toronto Canada in 680 breeches an incidence of 3% was 
found. A retrospective study in San Francisco, USA involving 141 breeches 
1996 revealed an incidence of 2.6%. The incidence of breech delivery in this 
study is comparable to many other studies worldwide. 
Out of 100 breech deliveries in the study only 82 fulfilled the criteria 
for inclusion in the case group. 
In this study, EV was not tried in all patients because they were 
coming in labour (most of them with rupture membranes); and also this 
study is done for delivery of the breech as a breech. 
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Both case and control groups were comparable regarding general 
characteristics namely; age (mean age for cases in 28.6481 and for control is 
27.185, P 169; insignificant). 
Residence (Residence urban 44 case and 40 control; P > 05), parity 
(mean parity for case is 3.3919 and for control is 2.8889 P 204, 
insignificant), occupation (mother 44 housewife in case and 48 for control is 
6.0000, P 0.571, insignificant); gestational age (mean for case is 48.9216 
and for control is 39.0241, P 067; insignificant), antenatal care attendance 
(those who attended antenatal care were 74 in case and 78 in control: P >05 
insignificant). More patients in the case group were seen by a consultant 
rather than being seen by a medical officer and to some extent b a midwife, 
reflecting the importance of breech as an obstetric problem. Fifty two 
patients from the case group (63.41%) were seen b a consultant, while 42 
(51.21%) patient from the control group were seen by a midwife; this could 
be explained by the fact that breech presentation being a high risk pregnancy 
is usually referred to a higher obstetrical level for proper follow up and 
management. The same explanation may be applied to explain why 
significantly more booked patients - regarding hospital admission - from the 
case group were admitted to hospital that booked patients in the control 
group (case booked 42, control booked 31, P 0091, insignificant). 
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The finding of a significantly lower haemoglobin level in the case 
group (means Hb gm level 9.3137 and 10.2593 in case and control 
respectively. P 000 significant), is difficult to be explain. Despite attending 
antenatal care at high level, patients may either not be taking or their iron 
and facilitated supplements or were not supplied with them in the first place. 
The characteristics of labor in breech presentation derived from this 
study were; the membranes tend to rupture earlier in case group rather than 
the control group (78.04% in case, compared with 29.26% in control). This 
is consistent with the findings of Ritchie JWK London; Blackwell 1989 (7),  
and is not unusual for malpresentation. 
Early rupture of the membranes was associated with two patients 
developing cord prolapse in the case group and non in the control group. 
This is consistent with the findings of Eyal Schiff et al 1991, Tel Aviv, 
Israel, who studied 846 of term breech retrospectively during a period of 7 
years in a single centre; and demonstrated an incidence of umbilical cord 
prolapse of 2% (30). In a retrospective study of 213 term singleton breech, K. 
Mohamed et al 1990, Avondale Zimbabwe, demonstrated an incidence of 
cord prolapse to be 1.8% (5). 
The high incidence of cord prolapse in this study compared to the 
studies mentioned above is consistent with early the significant number of 
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patients in the case group who presented with rupture of membrane to the 
labour room. It is also consistent with the finding of a significantly higher 
number of high presenting part in the case compared to the control group (on 
admission in 36.58%) of patients in case group and only 9.75% of patients in 
the control group te presenting part was at station -2). 
The duration of the 1st stage of labour is longer in the case group 
compared to the control group (continued for a period of 8 - 12 hours in 
30.48% of patients in the case group and only 12.1% of patients in the 
control group continued for the same period P 00004). This result is 
consistent with findings of Dunignan et al 1982, who demonstrated a 
significantly longer duration of first stage of labour in 200 breeches studied 
prospectively (7). 
Significantly, more patients in the case group than in the control group 
were delivered by Caesarean section (34.14% in the cases compared to 
20.73% in control). An incidence of Caesarean section in the order of 46% 
for breech in labour was demonstrated by Ezechi et al, 1993 Liverpool UK, 
in a retrospective study of 305 breeches, Tel Aviv, Israel; demonstrated an 
incidence of Caesarean section in breech to be 61%. 
Of the 54 patients in the case group allocated for vaginal breech 
delivery, 46 (56.09%) successfully delivered vaginally while only 8 (9.75%) 
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ended in an emergency Caesarean section, 5 of them for failure of progress 
and 3 for foetal distress. Thus, only 28 patients in the case group were 
allocated for emergency Caesarean section at the time of admission ad this 
represents 34.14%. 
All patients in both case and control groups with inadequate pelvis 
(assessed clinically) delivered b Caesarean section (6 patients in the case 
group and 4 patients in control group). 
The policy that all breeches is for Caesarean section is not acceptable. 
Many could deliver vaginally; Ezechi et al, 1943, Liverpool, UK, in a 
retrospective study of 305 breech in labour of whom 79 breeches were 
diagnosed for the first time in labour, demonstrated that breech 
presentations, diagnosed for the first time in labour, were just as likely to 
deliver vaginally as those assessed and allowed to o into labour (odds ration 
1:60, 95%, Cl 1.0 - 3.0). They concluded, therefore, that there is no ground 
for delivering all undiagnosed breeches by Caesarean section. 
In a Cohort study in University Hospital of Geneva; (1998) by Irion 
O., Hirsbrunner Almagbaly P, Morabia A., comprising 705 Singleton term 
breech presentations: (385 planned vaginal delivery and 320 elective 
Caesarean section), their main outcome measures were neonatal mortality, 
neonatal morbidity and maternal morbidity. Their results were: significantly 
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fewer maternal complications in the planned vaginal delivery group than in 
the elective Caesarean section group. Five neonates with major 
malformations died: There was no difference in corrected neonatal morbidity 
between the two groups. Therefore, they concluded that there is no firm 
evidence to recommended elective Caesarean section for breech presentation 
at term (37).  K. Mohamed 1988, Bristol, U.K., in a retrospective study of 213 
singleton term breech reported that 32% had Caesarean section and 61% of 
those selected for vaginal delivery did so. Events in labour and foetal 
outcome suggest that vaginal delivery of a breech infant after careful 
foetomaternal monitoring, adequate progress in labour and deliver by an 
experienced “Midwife” provides comparable foetal outcome to delivery by 
Caesarean section (18).   
From what had been mentioned one could argue that when properly 
assessed, then most of breeches allowed for vaginal delivery end in a safe 
vaginal delivery. However, even after assessing the situation and selection 
for vaginal delivery some will need a Caesarean section for foetal distress, 
maternal distress or failure of progress. 
Thus, when a thorough assessment of the breech is performed to 
determine whether delivery will be by Caesarean section or vaginal delivery, 
then more successful vaginal deliveries will result. The assessment includes 
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mainly the pelvic size and the size of the baby (in this study 66% of babies 
born by Caesarean section were weighing more than 3.5Kg P .04; and 100% 
rate of Caesarean section for those with inadequate pelvis in both case and 
control group P 0000). 
The characteristics of foetal outcome in breech delivery in this study 
showed that Apgar score is significantly low in patients in both case and 
control not attending antenatal care (P 0 1213) and this raises the value of 
antenatal care in selection of cases for planned delivery. 
The number of perinatal death in the case group is 6 (45.45%) and the 
number in control group is 5 min. also shows insignificant difference 
between case and control (P .5880). 
It has been demonstrated that in many studies that perinatal death is 
high and Apgar score is low in breech deliveries. K. Mohamed et al 1990, 
Avondale, Zimbabwe, (385 breech retrospectively studied), demonstrated a 
significantly low Apgar score and doubling of perinatal mortality for breech 
deliveries. They suggested that low Apgar score and higher levels of 
perinatal deaths were the main reasons for avoiding vaginal delivery in 
breech presentation in favour of Caesarean section. 
However, the results of this thesis show that when the breech is 
properly assessed and the delivery is conducted correctly, then the perinatal 
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mortality and Apgar score will not be different. The results of this study 
suggest that vaginal breech delivery could be safer for both mother and baby 
and may spare the mother the hazards of Caesarean section especially in 
places like ours where Caesarean section still is an important cause of 
maternal mortality and morbidity. 
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CONCLUSION 
 
• Breech presentation is a cause of high presenting part, early 
rupture of membranes and cord prolapsed in labour. 
• The incidence of Caesarean section in breech presentation is high 
and the mode of delivery is determined by clinical pelvic 
assessment and estimated foetal size. 
• The duration of hospital stay in patients with breech delivery is 
longer than the control especially if delivery was by Caesarean 
section. 
• There is no significant difference in Apgar score and perinatal 
death between breech cephalic presentations. 
• In breech delivery, the Apgar score at 5 min. is affected by 
duration of labour and the weight of the baby and attendance of 
antenatal care. 
• There is no significant difference in maternal complications 
between breech and cephalic controls. 
Finally, it is concluded from this study, that when the breech is 
correctly assessed (pelvic size, baby size) and when labour is 
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conducted properly, then the perinatal death and Apgar score at 5 
min. in breech vaginal delivery compared to cephalic vaginal 
delivery is not different. 
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RECOMMENDATIONS 
 
 
 
• Since breech presentation is a high risk pregnancy associated with 
high perinatal morbidity and mortality, therefore management of 
breech presentation and labour should be tackled by experienced 
personnel. 
• Antenatal care has a central core role in the management of cases 
with breech presentation both for diagnosis, follow up and plan of 
delivery, one would advocate the routine use of ECV during the 
antenatal period - provided there is no contraindication and it is 
performed with everything prepared for Caesarean section in a 
term pregnancy (37 completed weeks breech). 
• Ultrasound in high recommended during pregnancy to assess the 
size of foetus and placental localization and to exclude any 
congenital malformation especially hydrocephalus and to 
determine the degree of flexion or extension of the foetal neck in 
breech presentation. 
•  MRI if available is more accurate and safer than X-ray pelvimetry 
in assessing the foetal and pelvic relationship. 
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• All breech presentation should deliver in hospital and delivery 
attended by experienced personnel in handling vaginal breech 
delivery and primary resuscitation of the neonate. 
• Medical care and continuation of the treatment by a paediatrician 
(preferably a neonatologist) in case of a hypoxic newborn has to be 
provided. 
• Immediate readiness for anaesthesia and Caesarean section has to 
be assured in case of vaginal breech delivery. 
•    From this study one recommends that not all patients with breech 
presentation are for Caesarean section, proper assessment by the 
assessment of the size of the pelvis should be undertaken. 
• I recommended the routine use of Burn’s Marshal Maneuver since 
it was applied successfully in 48 out of 54 cases of vaginal breech 
delivery. 
• Adequate training of medical personnel, both doctors and qualified 
midwives in the proper way to conduct a vaginal breech delivery. 
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